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Abstract
Purpose: To assess predictors of stated support for policies promoting physically active transportation.
Design: Cross-sectional.
Setting: US counties selected on county-level physical activity and obesity health status.
Participants: Participants completing random-digit dialed telephone survey (n ¼ 906).
Measures: Survey measures assessed stated support for 5 policies to promote physically active transportation, access to active
transportation facilities, and time spent in a car. County-level estimates included household car dependence and funding for
bicycle–pedestrian projects.
Analysis: Multivariable generalized linear mixed models using binary distribution and logit link, accounting for clustering within county.
Results: Respondents supported policies for accommodating bicyclists and pedestrians through street improvements (89%),
school active transportation programs (75%), employer-funded active commuting incentives (67%), and allocation of public
funding (68%) and tax support (56%) for building and maintaining public transit. Residents spending >2 h/d (vs <0.7 hours) in cars
were more likely to support street (odds ratio [OR]: 1.87; confidence interval [CI]: 1.09-3.22) and public transit (OR: 1.85; CI:
1.24-2.77) improvements. Residents in counties investing >$1.6 million in bicycle and pedestrian improvements expressed greater
support for funding (OR: 1.71; CI: 1.04-2.83) and tax increases (OR: 1.73; CI: 1.08-2.75) for transit improvements compared to
those with lower prior investments (<$276 100).
Conclusion: Support for policies to enable active transportation is higher where relevant investments in active transportation
infrastructure are large (>$1.6 M), public transit is nearby, and respondents drive >2 h/d.
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There is growing interest in designing communities to increase
physical activity through everyday activities such as walking or
bicycling for routine transportation.1 However, fewer than 1 in
5 US adults use physically active modes of transportation such
as walking or bicycling at a level that is sufficient to meet
minimum physical activity guidelines.2 Active travel, particu-
larly over longer periods and distances, can have positive
impacts on health and decreased disease risk.3,4 Transit use
may also be considered a “physically active” transportation
mode because the journey often involves walking or bicycling
for a short distance at the beginning and end of a trip5 such that
29% of public transit users in the United States can accumulate
30 minutes or more of daily moderate physical activity during
their transit commute.6 Physically active transportation hap-
pens most in settings with specific features. These include
compact neighborhoods with mixed land use and proximal
destinations; comprehensive networks for cycling, walking,
and public transit; inviting and functional site designs for
cyclists, pedestrians, and public transit users; and attributes that
promote safety and accessibility.7,8 Efforts to create active
transportation-friendly communities may also promote neigh-
borhood interactions and social support for physical activity9
and benefit underserved areas,10 where active transportation
infrastructure can be inadequate, unsafe, or in disrepair.11
Evidence suggests that community planning, zoning, and
environmental changes to modify the physical infrastructure
for active transport may facilitate changes in walking, cycling,
and physical activity behaviors.7,8,11-13 Discourse on the devel-
opment of healthy communities through local planning and
community design is reflected in recent national recommenda-
tions,1,14 relevant health indicators,15,16 and public opinion. In
Los Angeles County, voters reported that active transportation
infrastructure investments were very important and also sup-
ported the redirection of transportation funding to enable
improvements in amenities including sidewalks, bicycle lanes,
and local bus and rail transportation.17 Such opinion research
may inform local policy and planning efforts in communities
and states and guide efforts at the national level as well.
This study uses existing data from an opinion survey con-
ducted in counties selected based on levels of residents’ self-
reported physical activity and obesity status. We build upon
related studies,18,19 adding data on prior local investments in
active transportation infrastructure and household car depen-
dence. We examine whether active transportation policy sup-
port differs by transportation behaviors, level of prior
investments in bicycle and pedestrian projects, or current
reported access to relevant resources for active transport.
Methods
Study Design and Setting
This study used a cross-sectional design to analyze
individual-level data from a random-digit-dialed telephone
survey conducted in 2011 among adults in selected US
counties together with county-level data derived from the
US Census Bureau, US Department of Agriculture (USDA)
Economic Research Service, and the Federal Highway
Administration (FHWA). Counties were selected in the sur-
vey administration protocol based on prior data on obesity and
physical activity rates within the county. The protocol for this
study was approved by the Harvard Chan School of Public
Health Institutional Review Board.
Sample
All individual-level data used in this study were derived from
the Physical Activity and Health Environments Policy Survey
(PAHEPS), a random-digit-dialed telephone survey conducted
among adults in selected US counties from August through
November 2011. The PAHEPS was designed to understand
patterns of support for policies influencing physical activity
and characteristics predicting support for those policies. Coun-
ties in the highest and lowest tertiles for national population
prevalence of both obesity and insufficient activity were
selected for the sampling frame to elicit variability in survey
responses. Response rates across county strata sampled ranged
from 38% to 46% for landline households and 9% to 27% for
cellular phones.18 Surveys were conducted among 1218 adults
aged 18 years and older sampled from 884 US counties with a
high prevalence of adults with obesity and insufficient physical
activity and 171 US counties with a low prevalence of obesity
and insufficient physical activity. Disproportionate numbers of
counties in each of these categories were sampled to achieve a
minimum response rate in each category. Prevalence estimates
of obesity and insufficient physical activity used to define the
sampling frame were estimated using information from the US
Census and the Behavioral Risk Factor Surveillance System
(BRFSS), as summarized in data available from the Centers
for Disease Control and Prevention (CDC).20 Obesity was
defined as having a body mass index (BMI) of 30 kg/m2 or
higher, according to self-reported height and weight. Insuffi-
cient activity was defined as self-reporting not meeting national
recommendations for physical activity of either 150 minutes
of moderate activity or 75 minutes of vigorous activity per
week or equivalent of the 2 combined.21 In this study, we
define county obesity and physical activity category as “more
healthy” for counties in the lowest tertiles for the prevalence of
obesity and insufficient activity and as “less healthy” for coun-
ties in the highest tertiles for the prevalence of obesity and
insufficient activity.
Survey
The survey was developed by the Prevention Research Cen-
ter in St Louis and the Physical Activity Policy Research
Network (PAPRN) to understand patterns of support for
policies influencing physical activity. The CDC Prevention
Research Centers Program created the PAPRN in October
2004 to study the effectiveness of health policies related to
increasing physical activity in communities. The survey,
which consisted of 74 questions in 8 sections, was fielded
by Clearwater Research, Inc. Additional details of the sur-
vey design and sampling and data collection procedures are
described elsewhere.18 The survey protocol was approved
by the Washington University in St Louis Institutional
Review Board.
Measures
Policy support outcomes. The opinion survey included 5 ques-
tions to assess support for active transportation policies based
on an existing instrument.22 Participants were asked whether
(1) cities should be required to accommodate pedestrians and
bicyclists when street improvements are made, (2) they support
funding for programs encouraging walking and bicycling to
school, (3) employers should provide incentives for active
commuting to work, (4) their city should allocate funds for
building and maintaining public transit, and (5) they support
a tax increase for building or maintaining public transit in their
community. Respondents indicated “yes” or “no” to each
question.
Individual level predictors. Transportation habits were assessed
by hours spent in a car on a usual weekday (<0.7 hours, 0.7-
1.9 hours, or 2þ hours, based on tertiles of observed
responses). Perceptions of active transportation facilities in
the neighborhood environment were assessed by agreement
or disagreement on a 4-point Likert-type scale (strongly dis-
agree, somewhat disagree, somewhat agree, and strongly
agree) with statements indicating (1) transit within a 10 to
15 walk from home, (2) sidewalks on most neighborhood
streets, and (3) facilities to bicycle in or near the neighbor-
hood. These items were derived or modified for use from an
existing survey instrument.23 Other individual-level covari-
ates included survey respondents’ self-reported characteris-
tics of sex, age category, race/ethnicity, education attained,
employment status (employed or unemployed), BMI cate-
gory, and physical activity behavior, which researchers theo-
rized were related to preferences and transportation-related
behaviors. Body mass index category was coded as under/
normal weight (<25 kg/m2), overweight (25-29.9 kg/m2), or
obese (30þ kg/m2) based on self-reported height and
weight.24 Physical activity behavior was coded as meeting
or not meeting national recommendations for physical activ-
ity of 150 minutes of moderate activity, 75 minutes of vigor-
ous activity, or the equivalent combination per week,21
according to self-reported times per week and hours and min-
utes per time spent in moderate and vigorous activity sepa-
rately per the BRFSS protocol in 2009.24 National estimates
for demographic characteristics collected in the survey were
obtained from the 2007 to 2011 American Community
Survey,25 the 2010 US Census,26 and the 2009 BRFSS24 to
compare the representativeness of the survey sample. No
comparative national estimates were available for questions
related to transportation habits and neighborhood environ-
ment perceptions.
County-level predictors. County-level variables of interest
included county-level obesity and physical activity status,
urban/rural status, household car dependence, household
income, and federal funds obligated for bicycle and pedestrian
projects. The county-level obesity and physical activity cate-
gory was defined as “more healthy” or “less healthy” by tertile
according to the survey sampling process as noted earlier. The
USDA Economic Research Service 2013 Urban Influence
Codes27 were used to assign urban/rural status to each county:
“urban” counties were defined as counties in large metro areas
of 1 million or more residents, small metro areas of <1 million
residents, or micropolitan areas; and “rural” counties were
defined as counties not located in metro or micropolitan areas
(“noncore”). The 2007 to 2011 American Community Survey
5-year estimates from the US Census Bureau25 were used to
describe household car dependence and household income. As
in prior studies, the automobile dependency level was assessed
based on the household car ownership level expressed as the
percentage of households in the county owning 2 or more vehi-
cles.28 The Financial Management Information System (FMIS)
of the FHWA28 was used to describe federal funds obligated in
each county for bicycle and pedestrian projects. The FHWA
FMIS database tracks transportation project financial informa-
tion including the date of funding obligation, state and county
of project location, and type of project. Annual federal funds
obligated for bicycle and pedestrian projects during the years
1992 to 2011 were standardized to 2011 US dollars using the
consumer price index. Total funds obligated during that period
were categorized in tertiles based on observed data ($276.1
thousand or less, >$276.1 thousand to $1.6 million, or >$1.6
million).
Analysis
The analytic sample for this study was 906 adults aged 18
years and older who provided responses to all survey vari-
ables of interest (74% of the 1218 respondents). Compared to
respondents included in the analysis (n ¼ 906), respondents
excluded from the analysis (n ¼ 312) were significantly more
likely to be female, older, and unemployed. Respondents were
less likely to meet moderate or vigorous physical activity
recommendations, report having a transit stop in the neighbor-
hood, report having facilities to bicycle in or near the neigh-
borhood, support employers providing incentives for actively
commuting to work, and support a tax increase for building or
maintaining public transit in the community (P < .05 for each
comparison; data not shown). There were no differences
between included and excluded respondents for other vari-
ables of interest.
Descriptive statistics for all individual- and county-level
variables of interest was calculated overall and by county obe-
sity and physical activity category (“more healthy” and “less
healthy”). Differences between “more healthy” and “less
healthy” counties were assessed using w2 or t tests for each
predictor variable. Differences in the likelihood of active trans-
portation policy support for each outcome according to county
obesity and physical activity status were estimated by an unad-
justed generalized linear mixed model with a binary distribu-
tion and logit link, accounting for clustering of individuals
within counties. Associations between all individual- and
county-level characteristics and reported support for active
transportation policies were assessed using multivariable gen-
eralized linear mixed models with a binary distribution and
logit link, accounting for clustering of individuals within coun-
ties. Separate models were fit for each of the 5 policy support
outcomes. Each fully adjusted model included county-level
variables and individual-level car use and perceptions of active
transportation facilities in the neighborhood environment as
primary predictors of interest, adjusting for individual-level
characteristics hypothesized to relate to preferences and
transportation-related behaviors. All analyses were conducted
using SAS version 9.4 (SAS Institute, Inc, Cary, North Caro-
lina). All analyses were performed using unweighted data
given the lack of large sample size and inability to generalize
to the national US population.29
Results
Table 1 depicts the demographic characteristics, health risk
factors, car use, and perception of neighborhood active trans-
portation supports overall and by county-level obesity and
physical activity category. Respondents in “more healthy”
and “less healthy” counties were similar with respect to sex,
age, and race/ethnicity, but “more healthy” counties had
higher percentages of college-educated and employed respon-
dents, and, as expected, more respondents meeting physical
activity requirements and fewer with obesity. While similar
proportions of respondents reported spending 2 or more hours
in a car on a usual weekday in “more healthy” and “less
healthy” counties, the proportions agreeing that they had
access to local infrastructure supporting physically active
transportation choices were greater among “more healthy”
than “less healthy” county residents for access to transit
within a 10-minute walk (52% vs 17%, P < .001), amenities
such as sidewalks (54% vs 32%, P < .001), or bicycling lanes/
paths (66% vs 26%, P < .001). As shown in Table 2, “more
healthy” and “less healthy” counties differed on all county-
level variables of interest except automobile dependence.
Compared to “less healthy” counties, “more healthy” counties
had higher reported average household income ($59 158 vs
$37 824), were more likely to be urban (73% vs 47%), and
were more likely to have investments in bicycle and pedes-
trian projects from 1992 to 2011 that totaled at least $1.6
million (72% vs 19%; all comparisons P < .001).
Overall, the majority of survey respondents supported pol-
icies for accommodating bicyclists and pedestrians in street
improvements (89%), active school transportation programs
(75%), employer-funded active commuting incentives (67%),
allocation of public funding (67%), and tax support for building
and maintaining public transit (55%; Table 3). Support for
active school transportation program funding (odds ratio
[OR]: 2.08; 95% confidence interval [CI]: 1.51-2.87),
employee incentives for active commuting (OR: 1.65; 95%
CI: 1.25-2.19), allocating funds for building and maintaining
transit (OR: 2.37; 95% CI: 1.71-3.29), and supporting a tax
increase to build or maintain public transit (OR: 1.81; 95%
CI: 1.36-2.41) was significantly greater among residents of
“more healthy” counties compared to residents in “less
healthy” counties. Support for requiring cities to accommodate
pedestrians and bicyclists when roadway improvements were
made did not differ by county obesity and physical activity
status category.
After adjusting for individual- and county-level study cov-
ariates, residents living in “more healthy” counties were only
more likely to support programs that encourage walking and
bicycling to school (OR: 1.93; CI: 1.19-3.13) than those in
“less healthy” counties (Table 4). Residents who lived within
a short walk to public transit (agree vs disagree) were more
likely to support funds for building or maintaining public
transit (OR: 2.74; CI: 1.74-4.30) and tax increases for public
transit (OR: 1.89; CI: 1.29-2.77). Similarly, residents who
agreed that there were facilities to bicycle in or near their
neighborhood were marginally more likely to support
employer incentives for active commuting (OR: 1.40; CI:
0.99-1.98). Both respondent-reported car use and county-
level measures of automobile dependence were related to
reported support for some active transportation policies.
Spending 2 or more hours per day in a car, compared to
spending less than 0.7 hours per day in a car, was associated
with increased odds of reported support for accommodating
bicycles and pedestrians in street improvements (OR: 1.87;
CI: 1.09-3.22) and support for funds for building or maintain-
ing public transit (OR: 1.85; CI: 1.24-2.77), independent of
individual- and county-level characteristics. Residents in
counties with greater automobile dependence were less likely
to support funding for programs supporting active school
transportation or transit. With each point increase in the pro-
portion of households with 2 or more vehicles, there was a
significant decrease in the odds of supporting funding for
children’s active transportation to school (OR: 0.97; CI:
0.95-1.00) and building or maintaining public transit (OR:
0.97; CI: 0.95-1.00). However, independent of other individ-
ual covariates, living in a county with greater levels of prior
investment in the community’s bicycle and pedestrian infra-
structure and programs (investments from 1992-2011 totaling
$1.6 million or more vs $276 100 or less) was associated with
greater support for policies supporting public transit (OR:
1.71; CI: 1.04-2.83) and public transit tax funding (OR:
1.73; CI: 1.08-2.75).
Discussion
In the population studied, the majority of respondents reported
support for policies to facilitate active transportation. However,
support for some policies varied according to the level of prior
investment in the community’s pedestrian and bicycle infra-
structure and programming, self-reported access to local active
transportation-related amenities such as bicycle facilities or
Table 1. Sociodemographic Characteristics, Transportation Habits, and Neighborhood Environment Perceptions of Survey Respondents.
County Obesity and Physical
Activity Category




Weighted % n(%) n (%) n (%) P Valuea
Demographic and health characteristics
Sexb
Male 49% 387 (43) 191 (44) 196 (41) .38
Female 51% 519 (57) 241 (56) 278 (59)
Age categoryc
18-34 30% 102 (11) 49 (11) 53 (11) .64
35-44 18% 132 (15) 68 (16) 64 (14)
45-54 19% 169 (19) 79 (18) 90 (19)
55-64 15% 248 (27) 115 (27) 133 (28)
65þ 18% 255 (28) 121 (28) 134 (28)
Race/ethnicityd
White, non-Hispanic 64% 749 (83) 367 (85) 382 (81) .99
Black, non-Hispanic 12% 66 (7) 10 (2) 56 (12)
Hispanic/Latino 16% 41 (5) 29 (7) 12 (3)
Asian/Pacific Islander, non-Hispanic 5% 18 (2) 16 (4) 2 (<1)
American Indian/Alaska Native, non-Hispanic 1% 29 (3) 7 (2) 22 (5)
Other race/ethnicity, non-Hispanic 2% 3 (<1) 3 (1) 0 (0)
Educatione
High school and below 43% 293 (32) 75 (17) 218 (46) <.001
College and above 57% 613 (68) 357 (83) 256 (54)
Meets moderate or vigorous physical activity recommendationsc
Yes 51% 537 (59) 295 (68) 242 (51) <.001
No 49% 369 (41) 137 (32) 232 (49)
BMI categoryc
Under/normal weight 36% 322 (36) 185 (43) 137 (29) <.001
Overweight 36% 345 (38) 173 (40) 172 (36)
Obese 27% 239 (26) 74 (17) 165 (35)
Employment statusf
Employed 59% 463 (51) 251 (58) 212 (45) <.001
Unemployed 41% 443 (49) 181 (42) 262 (55)
Transportation habits and neighborhood environment perceptions
On a usual weekday, how many hours do you spend in a car?
0-<0.7 hours 305 (34) 143 (33) 162 (34) .72
0.7-1.9 hours 291 (32) 148 (34) 143 (30)
2.0þ hours 310 (34) 141 (33) 169 (36)
It is within a 10 to 15 minute walk to a transit stop such as a bus,
train, tram, or trolley from my home.
Agree 307 (34) 226 (52) 81 (17) <.001
Disagree 599 (66) 206 (48) 393 (83)
There are sidewalks on most of the streets in my neighborhood.
Agree 388 (43) 235 (54) 153 (32) <.001
Disagree 518 (57) 197 (46) 321 (68)
There are facilities to bicycle in or near my neighborhood, such as
special lanes, separate paths or trails, shared use paths for cycles
and pedestrians.
Agree 410 (45) 285 (66) 125 (26) <.001
Disagree 496 (55) 147 (34) 349 (74)
Abbreviations: ACS, American Community Survey, BMI, body mass index; BRFSS, Behavioral Risk Factor Surveillance System.
aStatistical significance was assessed using w2 analysis. The Mantel-Haenszel w2 test was used for characteristics with more than 2 categories.
bNational estimates taken from the 2007 to 2011 ACS data.
cNational estimates taken from the BRFSS 2009 data.
dNational estimates for race/ethnicity are taken from the 2010 US Census.
eNational estimates for Educational Attainment are taken from the 2007 to 2011 ACS data, population 25 years and over.
fNational estimates for Employment Status are taken from the 2007 to 2011 ACS data, population 16 years and over.
transit stops, time spent in a car each day, and county-level
household car access. Notably, federally funded resource
investment in bicycling and pedestrian improvements and pro-
grams supporting active transportation implemented in the
20 years prior to the study was higher in those counties with
better obesity-related health-risk profiles. Seventy-two percent
of the counties with a high prevalence of healthy BMI status
and physical activity patterns fell into the highest category of
investment for active transport investment during the prior
2 decades. Among the counties with a high prevalence of insuf-
ficient activity and obesity, fewer than 1 in 5 counties had the
highest levels of capital investments in projects for pedestrians
and bicyclists in the 20 years prior to the survey. The associ-
ation between existing local features, transportation patterns
and preferences, and health has been observed at various geo-
graphic scales. Using international, state, and city data avail-
able on active transportation and physical activity, obesity, and
diabetes, Pucher and colleagues30 documented significant asso-
ciations between active travel and health that were discernible
at each geographic level.
Although areas with urban sprawl and car-focused travel
patterns are associated with adverse effects on public health
and the environment, policy strategies designed to counter
sprawl have been controversial and difficult to implement in
some instances.31 These difficulties may arise from a lack of
supportive public opinion or local cultural norms. In this study,
support for funding transit and programs that enable active
transport to school was lower among residents living in
counties with higher proportions of households with 2 or more
cars, where presumably travel in a vehicle may be a preference
and cultural norm. Nationally, two-thirds of the public agreed
that funding for transit should be at least proportional to the
share of commuters using the mode.32 Similarly, in this study,
the majority of survey respondents supported the allocation of
public funding (68%) and tax support (56%) for building and
maintaining public transit, and support was significantly higher
among those respondents also reporting access to a transit stop
within a 10- or 15-minute walk from their home.
These results suggest that locally, public support may differ
according to individual and collective experience. It is possible
that greater access to amenities for physically active transpor-
tation prompts use and increased demand for better facilities.
Communities interested in promoting policy and investment to
make physically active transportation easier may want to focus
on pilot initiatives within local areas to document changes in
public opinion, as residents gain more personal experience with
such amenities and options. This feedback mechanism is sup-
ported by other research, where the development of more
favorable opinions over time for bicycle sharing and access
programs differed according to personal exposure and access
to bicycles and bicycling amenities as part of a public bicycle
share program.33 Residents who used the bicycle facilities and
reported access to bicycle sharing amenities developed more
favorable opinions of these options over time. This finding
raises the possibility that inequalities or limited investment in
facilities and programs that enable active transport may further
Table 2. Geographic and Demographic Characteristics and Federal Bicycle and Pedestrian Funding Levels of Counties in Which Survey
Respondents Reside.










Mean (SD) Mean (SD) Mean (SD) Mean (SD) P Valuea
Geographic/ demographic characteristics
Percentage of occupied housing with 2 or more
vehicles availableb
63.2 (8.2) 61.1 (8.3) 62.4 (10.7) 60.6 (7.1) .07
Average household income ($)b 45,292 (11 854) 43,560 (14 080) 59,158 (16 240) 37,824 (7220) <.001
n (%) n (%) n (%) n (%)
Urban/rural statusc
Urban (metro/micro) 1808 (58) 265 (54) 97 (73%) 168 (47%) <.001
Rural (noncore) 1335 (42) 226 (46) 35 (27%) 191 (53%)
Federal bicycle and pedestrian fundingd
n (%) n (%) n (%) n (%)
Federal funds obligated for bicycle and pedestrian
projects, 1992 to 2011 (thousands)
$0-$276.1 1154 (37) 163 (33) 17 (13) 146 (41) <.001
>$276.1-$1600 1059 (34) 164 (33) 20 (15 144 (40)
>$1600 930 (30) 164 (33) 95 (72) 69 (19)
aStatistical significance was assessed using w2 analysis and t-tests. The Mantel-Haenszel w2 test was used for characteristics with more than 2 categories.
bSource: 2007 to 2011 American Community Survey (ACS) data.
cNational estimates for urban/rural status are taken from 2013 urban influence codes, US Department of Agriculture (USDA) Economic Research Service.
dSource: Fiscal Management Information System (FMIS), Federal Highway Administration
exacerbate unequal access because public support has not
developed because residents have had no experience or expo-
sure to quality active transportation amenities.
Decision-makers consider the opinions of their constituents
when developing their priority policies.34 However, building a
supportive transportation structure that includes administrative
priorities, available resources, and implementation targets sup-
portive of bicyclists and pedestrians in the United States has
taken time. For example, in 2010, just 6 states had spending
targets for projects supporting bicycling and walking, and only
half of US states had developed a bicycle and/or pedestrian
plan to guide such improvements. However, 6 years later,
15 states had determined spending targets for active transport,
and 34 states had developed plans to guide investments.35
Meanwhile, the implementation of policy and systems strate-
gies to change the physical infrastructure to promote walking
and bicycling must often occur at various levels of government.
Certain policies may necessitate the collaboration between
multiple departments within a single level of government and
may require coordination across jurisdictions. These complex-
ities in collaboration, coordination, and jurisdictions can also
create potential roadblocks, independent of the level of public
support for such policy or programmatic initiatives.36
This study uses a cross-sectional design and therefore pre-
cludes assessment of causal associations or the potential impact
of residential self-selection. Additionally, the sample was not
nationally representative but rather purposefully selected from
counties based on higher or lower levels of county-level popu-
lation health-related risk factors of obesity and insufficient activ-
ity known to be associated with active transportation behaviors.
The survey response rate was relatively low, and 26% of respon-
dents were excluded from this analysis due to nonresponse on
survey items of interest, further limiting the generalizability of
results. Although we accounted for urban and rural status, our
measure of 20 years of prior investment in bicycle and pedestrian
infrastructure and programs does not account fully for differ-
ences in county population nor other potential sources of local
or state funding for bicycle and pedestrian improvements. Addi-
tionally, we did not enquire about length of residence in the
county, and residential relocation to counties with more ame-
nities may be related to physical activity or obesity status and
stated policy support. All data from individuals are self-reported,
with potential for respondent reporting error. Strategies used for
classification of county-level and individual-level variables are
based on the sample population responses or question format;
thus, categories may obscure associations that might be observed
using other categorizations or data modeling strategies.37
This study describes support for several active
transportation-related policies and variability in support by
individual and local county characteristics that include the
presence of supportive physical infrastructure and access to
amenities. Support for policies to enable active transport is
Table 3. Support for Active Transportation Policies Among Public Perceptions Survey Respondents, 2011.









n (%) n (%) n (%) OR (95% CI)a P Value
Should cities be required to accommodate pedestrians and
bicyclists when improvements to streets are made?
Yes 803 (89) 388 (90) 415 (88) 1.25 (0.83-1.90) .29
No 103 (11) 44 (10) 59 (12)
Do you support funding for programs that encourage
walking and bicycling to school?
Yes 677 (75) 353 (82) 324 (68) 2.08 (1.51-2.87) <.001
No 229 (25) 79 (18) 150 (32)
Do you think employers should provide incentives for
actively commuting to work?
Yes 611 (67) 316 (73) 295 (62) 1.65 (1.25-2.19) .001
No 295 (33) 116 (27) 179 (38)
Do you think your city should allocate funds for building
or maintaining public transit?
Yes 619 (67) 335 (78) 284 (60) 2.37 (1.71-3.29) <.001
No 287 (33) 97 (22) 190 (40)
Would you support a tax increase in your city for building
or maintaining public transit in your community?
Yes 504 (55) 273 (63) 231 (49) 1.81 (1.36-2.41) <.001
No 402 (45) 159 (37) 243 (51)
Abbreviations: CI, confidence interval; OR, odds ratio.
aOdds ratios were calculated for the unadjusted difference by county obesity and physical activity category using generalized linear mixed models with a binary

































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































high, and for some policies was higher with greater prior eco-
nomic investment in facilities and programs promoting active
transport, better access to local active transportation-related
amenities, and when respondents spent 2þ h/d in a car.
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